Background: Bioethics and clinical ethics emerged from the classical medical ethics in the 1970s of the 20 th century. Both fi elds are new for the Bulgarian academic tradition. Aim: The aims of this paper were to demarcate the subject fi elds of medical ethics, bioethics, and clinical ethics, to present the developments in the fi eld of medical ethics in Bulgaria, to delineate the obstacles to eff ective ethics education of medical professionals, and to present the results of the application of an adapted bottomup methodology for clinical ethics consultation in several clinical units in Bulgaria. Materials and methods: Extended literature review and application of an adapted METAP methodology for clinical ethics consultation in six clinical units in the Northern Bulgaria between May 2013 and December 2014. Results: Teaching of medical ethics in Bulgaria was introduced in the 1990s and still stands mainly as theoretical expertise without suffi cient dilemma training in clinical settings. Earlier studies revealed need of clinical ethics consultation services in our country. METAP methodology was applied in 69 ethics meetings. In 31.9% of them non-medical considerations aff ected the choice of treatment and 34.8% resulted in reaching consensus between the team and the patient. Participants' opinion about the meetings was highly positive with 87.7% overall satisfaction. Conclusion: Development of bioethics in Bulgaria follows recent worldwide trends. Several ideas could be applied towards increasing the eff ectiveness of ethics education. Results of the ethics meetings lead to the conclusion that it is a successful and well accepted approach for clinical ethics consultation with a potential for wider introduction in our medical practice.
BACKGROUND
The term "medical ethics", as initially introduced, refers to the rules of etiquette developed to regulate the professional conduct. Thus traditional medical ethics is focused on the duties of the good physicians. However, ethics refers not only to the rules, customs, and beliefs of a society. It also encompasses the scholarly efforts to articulate and analyze those rules, customs and beliefs. In the decades after World War II medical ethics took a turn as medical science advanced and medical interventions became increasingly technical. In the light of increased opportunities to prolong life traditional duties were challenged because it was no longer clear what is benefi t and what is harm. New intellectual resources were summoned to struggle with the new questions. Theologians, philosophers, and lawyers, who struggled with the same dilemmas as physicians, were invited into these discussions. 1 Bioethics was born and developed on the fundaments of "the old medical ethics" but facing unprecedented problems and embracing many more participants. The new fi eld needed completely new analytic approach. In the Introduction to the 1995 revised edition of the Encyclopedia of bioethics, Warren Thomas Reich defi ned bioethics as "the systematic study of the moral dimensions -including moral vision, decisions, conduct, and policies -of the life sciences and health care, employing a variety of ethical methodologies in an interdisciplinary setting." Bioethics is a particular fi eld of human inquiry, the insertion of ethics and the life sciences but also an academic discipline; a fi eld that ranges from individual dilemmas faced by healthcare professionals to the choices faced by citizens and legislators at the level of public health. 2 As the fi eld has developed, it has become clear that because of the range of diversity of bioethics issues, more than one methodology is needed. Different areas of inquiry are distinguished -theoretical ethics, clinical ethics, regulatory and policy bioethics, cultural bioethics. In practice, these fi elds often overlap. The term "clinical ethics" was introduced in the USA. It refers to the everyday moral decision making of those caring for patients and it is focused on the individual case. As a next step, clinical ethics consultation was developed.
Clinical ethics consultation is defined as "a service provided by an individual or group to help patients, families, surrogates, health care providers, or other involved parties to address uncertainty or confl ict regarding value-laden issues" that arise in specifi c clinical cases. 3 
AIM
The aims of this paper were to present the developments in the fi eld of medical ethics in Bulgaria, to delineate the obstacles to effective ethics education of medical professionals, and to present the results of the application of an adapted bottom-up methodology for clinical ethics consultation in several clinical units in Bulgaria. The aims are consequent and cumulative in order to present the stages of development and recognition of bioethics into the practical fi eld it was initially designed to serve, i.e. clinical practice.
METHODOLOGY
The review of bioethics development in Bulgaria is based on an extended literature review and personal 16-year experience, observation and active participation in the development of the fi eld by the author. The second part of the paper presents the application of an adapted METAP methodology for clinical ethics consultation in 6 clinical units in the Northern Bulgaria in the period May 2013 -December 2014. The methodology is innovative for the country and Eastern Europe.
The methodology aims at enabling physicians to identify and solve ethical dilemmas in their practice even if they did not have specifi c training in bioethics. The following specifi c instruments were developed in relation to the implementation of the methodology: validated translated protocol of ethics meetings, validated translated information checklist, adapted informational brochure, PowerPoint presentation of the methodology for the preliminary meetings with the personnel, originally developed questionnaire for interview with the personnel at the preliminary meetings, questionnaire for extraction and analysis of information of ethics meetings and feedback self-administered questionnaire.
The informational brochure was designed to provide the theoretical framework for ethical decisionmaking based on principlism as a dominant ethical theory. It was presented to the personnel in the chosen wards. At these preliminary meetings, interviews with the personnel were conducted to identify their experience in ethical decision-making and possible obstacles in the implementation of the programme. One team member had passed more extended training to work with the instruments and to facilitate the process of ethical decision-making. The organization of the ethics meetings was preceded by collection of information through the information checklist covering three main information areas of interest: treatment and care, patient characteristics, and parameters of social environment and aiming to reveal any gaps in the available information. Informational brochure was then applied at the discussions over treatment alternatives and the process was documented in the protocols of ethics meetings. The participants in the meetings were asked to fi ll in feedback selfadministered questionnaire (consisted of 17 questions in 4 thematic fi elds) which achieved 81% response rate. 4 All documents were collected and subjected to thorough analysis through the questionnaire for extraction of information of ethics meetings (consisted of 47 questions). The implementation of the methodology and its instruments were approved by the institutional ethics committee.
RESULTS AND DISCUSSION
DEVELOPMENTS IN BULGARIA There are several corner stones in the more recent history of medical ethics development in Bulgaria. In 1904 Bulgarian Physicians' Association adopted the fi rst ethical guidelines for physicians. In 1918 with the establishment of the Medical Faculty at the University of Sofi a deontology was offi cially included in the undergraduate curriculum in medicine. The programme was focused on legal norms governing the profession and professional etiquette.
In the communist period (1945-1989) deontology teaching was excluded from the curriculum as separate subject. Some of the ethics topics were included in the subject "Organisation of health care" and deontology (medical law) was assigned to forensic medicine.
In 1973, the Moral Code of Bulgarian physicians was adopted and in 2000 -the Code of Professional Ethics of Physicians (renamed in 2013 to Code of physicians' professional ethics). In 1988 Prof. Vasil Prodanov, the former Director of the Institute of Philosophy at the Bulgarian Academy of Science, published the book "Bioethics" which was considered as the fi rst monograph on the topic in the European ethical literature. 5 Medical Ethics was introduced as a separate subject in undergraduate medical education in 1991. Several textbooks were published by teams of the different medical universities in the country. In 2011, the Faculty of Philosophy at Sofi a University "St. Kliment Ochridski" initiated the fi rst master degree programme in bioethics under the title "Integrative Bioethics".
Although ethics in Bulgaria developed much during the last decades, still it has been associated with deontology. Laymen as well as many health professionals continue to think that ethics is mainly about the relationships between the physician and the patient and about developing rules of professional conduct. This conceptual framework is not rejected in contemporary ethics but new issues are in focus: development of codes of research ethics, regulations for the protection of human subjects in research, the social and moral consequences of research, efforts to formulate public policy guidelines for clinical care, allocation of health care resources, and patient access to health care services.
In Bulgarian Health Act adopted in 2004, chapter 7, part IV is dedicated to medical research involving human subjects. 6 The requirement for prior approval of the research protocol by an Ethics committee is set. This requirement is also stated in the Law of Medicinal Products in human medicine (2007), according to which every medical institution conducting research should establish ethics committee. 7 Following the law, 195 research ethics committees were offi cially registered. Ethics committees have been established in scientifi c institutions performing experiments, in medical universities and hospitals as well as in all medical professional bodies on national and regional levels: Bulgarian Physician Association, Bulgarian Dental Association, and Bulgarian Association of Health Professionals. On national level, an Ethics committee about transplantation is functioning. As a whole, however, these committees are focused on research ethics and professional ethics, their members rarely have specifi c ethics training and they do not provide ethics consultation on clinical ethical dilemmas.
In relation to the public debate activities we have to point out philosophical journals and the media where ethical issues are discussed since a specialized national bioethical journal is missing yet.
Several ethics conferences were organized by the Bulgarian Academy of Science during the years ( Table 1) .
On April 8, 2014, Silviya Yankulovska started the initiative "Day of Bioethics" in the Medical University -Pleven. The fi rst two events were dedicated to research ethics and human rights in 
OBSTACLES TO EFFECTIVE ETHICS EDUCATION OF MEDICAL

PROFESSIONALS
Although teaching of medical ethics has been introduced in Bulgaria for more than two decades already, there are obstacles to its effective outcomes.
The comparative analysis of ethics teaching programmes in Bulgarian medical universities has shown similar topics and number of teaching hours. 9 The courses are scheduled in the fi rst years of medical studies when students still lack clinical experience. There are no other philosophical disciplines in the medical curriculum which makes the understanding of bioethical concepts diffi cult and hinders their practical application.
Additionally, there is a disproportion of teaching hours between different medical specialties. Due to the overwhelming programmes of medical students, medical ethics courses usually cover only 30 academic hours. Programmes for nurses, midwives, laboratory technicians and health inspectors at different educational levels all together offer more extensive ethics education. In clinical practice, though, the prime responsibility for decision-making lays with physicians.
The acceptance of ethics in medical practice is controversial. There is still wide misunderstanding over the subject of medical ethics only in the framework of the above mentioned defi nition of medical ethics. Thus medical professionals are unaware of the possibilities for practical support in day-to-day ethical decision-making that bioethics education can offer.
Ethics education stands mainly as theoretical expertise and there is insuffi cient motivation for application of dilemma training in clinical settings (no "ethical climate").
Additionally, there is a lack of cooperation between the universities. Every university uses different study materials and educational approaches. The information for scientifi c activities in the area of bioethics often is insuffi cient and the collaboration between professionals, working in the fi eld, is doomed to failure.
APPLICATION OF AN ADAPTED BOTTOM-UP METHODOLOGY FOR CLINICAL ETHICS CONSULTATION IN BULGARIA
Bearing in mind the problems of achieving effectiveness in bioethics education in Bulgaria and the fact that many of the practicing physicians did not pass any bioethics course but still they rely mainly on their own judgement in cases of ethical dilemmas 10, 11 , the introduction of clinical ethics consultation services is justifi able. Empirical data of two innovative surveys on the experience of Bulgarian physicians in ethical decision-making confi rm the positive attitude towards the ethics consultation. However, the lack of trained clinical ethicists in the country and the predominant conservatism of medicine as profession to outside personal involvement in the decision-making process suggest that bottom-up models of clinical ethics consultation would be more appropriate to the Bulgarian context than the classical top-down approaches.
The starting point of the bottom-up model is the moral confl ict at the bedside or more precisely, the need of support in a situation where too much is asked of the individual conscience of a stakeholder. The bottom-up model starts with an individual solution-oriented approach instead of a norm-based top-down approach where the governing bodies (or ethics committee) provide ready-made instructions for behavior at lower levels. 12 A specifi c bottom-up approach for clinical ethics consultation is the METAP project. It aims at improving the ethical quality of clinical decisions and relies on enhancing the ethical competence of the clinical staff involved in making these decisions by providing knowledge through material, procedures and instruments. After a period of pilot implementation, METAP is now working in various clinical settings in seven institutions in Switzerland. 13 The METAP methodology was adapted for Bulgarian settings by the author of the present article and it was introduced in selected clinical units in Bulgaria. Sixty nine ethics meetings took place in the study period ( Table 2 (Table 3) . In all meetings a physician was involved and in some cases also a consulting physician. In 43 meetings (15.5%) the physician was in their role of a head of the ward/clinics. Physicians chaired all meetings. In 28 meetings (9.8%) other health professionals (nurses and midwives) were involved. A psychologist took part in 43 meetings (15.5%). Patient's parents were involved in 38 meetings (13.3%). The patient was directly involved in 25 meetings.
-The most common reason to organize ethics meeting was "choice of treatment among available alternatives" (13.9%) followed by "accusations on the side of the patient/relatives/personnel in inadequate attitude or treatment" (23.2%) and "disagreement between the patient/the relatives and the team about the treatment" (17.4%) (Fig. 1) . These were different confl icts including rude and humiliating behavior on the side of the patient and relatives. Most of the ethics meetings were related to patients of the so called "typical borderline type". These are patients with excessive burden related to the treatment (73.9%), risk of complications (81.2%), considerable need of care (55.1%), expected fast decline in the health status (52.2%), long-term unfavourable prognosis including a lethal outcome (78.2%), and progressive deterioration of quality of life (47.8%).
As for the results of the ethics meetings (Fig.  2) , in 34.8% consensus between the team and the patient was achieved; in 27.5% the situation was clarifi ed inside the team and with the patient/relatives, in 15.9% the situation was clarifi ed inside the team. Thus the results of ethics meetings are in accordance with the reasons to organise them where in 31.9% we found diffi culties to choose between available treatment alternatives. In the cases where patients were not directly involved in the meetings subsequent discussions and information had to be provided to them. In 28 meetings (40.6%) the decision was fi nal and re-assessment was not planned. In 59.4%, however, re-assessment was planned. These were cardiological cases, where the routine control check-ups could be combined with new ethical discussions.
The opinion of the participants about the structure and outcome of ethics meetings was highly positive: -According to 95.4%, the moral problem was well defi ned. -According to 93.3%, values and preferences of the patient were respected. -According to 95.4%, all parties could express freely their opinion during the meeting. -87.7% of participants expressed overall satisfaction with the meeting. -85.6% of participants assessed the meeting as useful. Most signifi cant benefi ts recognized by the participants (Fig. 3) were "better clarifi cation of the problem" (26.4%) and "better communication in the team" (20.8%).
-According to 90.8% of the participants the moral problem was fully or partially resolved at the meeting.
